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Abstract 
Standardized patient experience survey instruments play an important role in informing healthcare quality and process 
improvement. However, any changes in standardized instruments can impact the interpretation, trending, and analysis of 
patient reported data. This study investigates how the change in Clinician and Group Consumer Assessment of Healthcare 
Providers and Systems (CG CAHPS) survey recall period, from 12- to 6-months, can impact the accuracy and quality of 
patient experience data. This study used primary survey data on patient experience collected in 2016. Analyses included tests 
of proportion and t-tests for a comparison of: 1) experience ratings, and 2) administrative data to corroborate how 
accurately respondents report the number of visits received within the recall period. The findings indicated that 
respondents, on average, underestimated their usage of care based on a 12-month recall period, apart from those who 
reported just one visit. A shorter 6-month recall period resulted in higher accuracy in reporting the number of actual visits 
that occurred. Furthermore, experiential measures showed consistently higher scores across measures for Provider 
Communications, Staff Communications, Timely Access to Care, and Care Coordination for a 6-month recall period compared to a 12-
month period. This study showed that it would be difficult to compare CG CAHPS Version 2.0 to Version 3.0 due to recall 
differences in experiential measures. Given that shorter recall periods tend to be associated with higher CG CAHPS ratings, 
healthcare stakeholders should consider bias introduced by changes of recall periods in survey instruments. 
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CAHPS, quality care, patient experience, measurement 
 
 
Introduction 
 
The Clinician and Group Consumer Assessment of 
Healthcare Providers and Systems (CG CAHPS) is a 
standardized survey methodology that has been conducted 
since 2007 to collect patients’ experience with primary and 
specialty care health care providers and staff.1 The concept 
of patient experience measurement is a key focus area 
across healthcare,2 particularly for improving clinical care, 
promoting better health, and controlling healthcare costs. 
In 2015, the Agency for Healthcare Research and Quality 
(AHRQ) implemented changes to the CG CAHPS 
instrument.The CG CAHPS Versions 1.0 and 2.0 include a 
12-month recall period, and in 2015, the CG CAHPS 
Version 3.0, reduced the recall period to 6-months.1  
This study examines how the change in recall period 
impacts patients’ self-reported experience with care. 
Presumably, a shorter recall period should improve the 
accuracy of recall due to a reduction in the number of 
encounters being rated, and a focus on more recent visits. 
The shorter recall period also reduces the risk of 
extraneous variance due to intervening history thereby 
controlling for internal validity.3 For example, a hurricane 
in the past year causing severe damage and displacement 
of people and providers could easily distort the recall of 
routine access to care. Decreased cognitive burden should 
also reduce respondents’ reliance on cognitive shortcuts, 
thereby reducing the influence of more general sentiments 
and other potentially biased inferences and allowing for a 
more rigorous evaluation of the encounters that they are 
being asked to evaluate. Independent of accuracy, the 
shortened recall period may also affect changes in 
response patterns through a literal interpretation of scale 
values, where the use of the end points of the scale 
“always” and “never” increases due to the smaller number 
of encounters being evaluated.  
The questions guiding this study are: (a) To what extent 
does the reduction in the survey recall period improve 
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reporting of the number of visits with a given provider? 
(b) Does the change have an impact on experience ratings 
and if so, what items are affected and in what direction?  
 
Overview 
 
CG CAHPS 
CG CAHPS is a widely used outpatient experience survey 
designed to monitor quality of care within organizations 
and, in some cases, is required by regulators and 
accreditation programs. CG CAHPS was the starting point 
for the development of the Centers for Medicare and 
Medicaid Service’s Accountable Care Organizations 
(ACO) CAHPS Survey and the CAHPS Survey for the 
Physician Quality Reporting System (PQRS).1  
 
Supplemental item sets can be added to CG CAHPS to 
cover various topic areas. For example, CG CAHPS with 
the patient-centered medical home item set (often referred 
to as PCMH CAHPS) is used for PCMH certification. The 
CAHPS consortium implemented the change in recall 
period to make the CG CAHPS Survey consistent across 
multiple stakeholders, including ACO CAHPS and PQRS.1 
A key feature of the CG CAHPS survey is that the 
majority of the questions refer to a specific provider. 
 
Empirical Differences of 6- versus 12-month Recall 
Period and CAHPS Scale Measures 
In preparation for the launch of CG CAHPS Version 3.0, 
AHRQ funded a randomized study in four New England 
health centers4 to investigate the implications of a 
shortened recall period. Other than a reduction in reported 
care received due to the shortened recall period, 
Hargraves4 found no significant differences in recall 
accuracy among demographic subgroups. However, the 
experiment showed that the 6-month recall period led to 
unexplained lower self-reported mental health status. 
Regarding experience measures, Hargraves4 found that the 
6-month recall period yielded significantly higher scores 
for the provider communications composite and the 
overall rating of the provider— the latter measure is not 
bounded by the recall period. 
 
Accuracy of Reporting Periods 
Several studies have investigated the effects of recall 
period on the accuracy of respondents reporting 
biographical information. Researchers have examined and 
tested the differences in recall periods on various topics 
including: employment,5,6 income,7 household 
expenditure,8,9 patient reported outcomes for clinical 
trials,10 risk behaviors and associated factors,11–13 
recreational fishing,14,15 crime,16 acute gastroenteritis,17 and 
program evaluation.18 Each of these studies found that 
shorter recall periods improved recall accuracy.  
 
Specific to healthcare usage, Zuvekas19 examined self-
reported emergency department and outpatient visits 
within the Medicare beneficiary population. The study of 
1,375 beneficiaries found that respondents systematically 
underreported both measures. For ambulatory visits, self-
reported visits averaged 2.3 per 90 days as compared to 2.7 
indicated by administrative data; and the error increased 
with the length of recall period (t-statistic = 6.61, 
p<0.001). Kjellsson et al.,20 found similar results when they 
tested several recall periods on a Swedish health survey 
using number of days in the hospital as the main outcome. 
They found that inaccurate reporting fell from 2.4% (with 
a 12-month recall), to 0.8% (for a 6-month recall), to 0.1% 
(for a 3-month recall). Other researchers have reported 
similar underreporting of healthcare usage with longer 
time frames.21–23 Bhandari and Wagner24 conducted a 
systematic review of 42 empirical studies on the effect of 
recall period on healthcare usage and concluded that 
underreporting was the most common bias and that 
accuracy increased most notably with a reduction from a 
12-month to a 6-month recall period.  
 
Recall Periods and Response Burden on CG CAHPS 
Experiential Measures 
The common scale of CG CAHPS questionnaire may 
account for the differences in performance when fewer 
visits are being rated. The CG CAHPS survey was 
designed to capture patient experience data objectively and 
accurately. For this reason, the CG CAHPS questionnaire 
primarily uses a four-point experience scale (i.e., “Never”, 
“Sometimes”, “Usually”, and “Always”) to capture the 
frequency of a given occurrence during a recall period. 
This four-point scale is intended to minimize subjectivity; 
however, one aspect of this scale is that its distribution 
may heavily depend on the number of visits the patient 
had. Patients who had only one visit in the recall period 
are more likely to find the options “Always”/ “Never” 
relevant compared to patients with multiple visits. For 
example, patients that saw a provider once may not have 
enough reference points to contemplate whether their 
provider “Sometimes”/ “Usually” explained things in a 
way that was easy to understand as would patients with 
multiple visits.  
 
The extent that respondents will engage in such a strict or 
“accurate deliberative process” is brought into question by 
cognitive scientists who have demonstrated respondents 
often abandon strict deliberation when faced with the 
cognitive burden of even simple recall tasks.25 A reduction 
in recall period may have a two-fold effect. Specifically, a 
shorter recall should reduce the cognitive burden on 
respondents by limiting the length of recall and the 
number of visits being evaluated. However, this may lead 
to a more literal interpretation of survey items with a 6-
month recall period as described above. The effects of 
shorter recall should be considered further.  
This paper also explores the effect of recall period on 
attitudinal and experience measures. Recall can be affected 
by many sources of error such as omission, commission, 
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and the recency or salience of events being recalled; 
however, these factors can be positive or negative for 
different respondents. Recall can also be biased by what 
Bradburn et al25 termed inference—where the respondent 
abandons the systematic recall-and-count process, and 
unlocks their choices to a wide variety of external 
influences. Inference, to the extent that it occurs, likely 
undermines the intended objective functionality of the 
CG-CAHPS frequency scale, making the response scale 
function more as a satisfaction scale. Given the lack of 
research on these factors, this study aims to investigate 
only the role of bias in recall periods. 
 
Methodology 
 
Data and Sample 
Data for this study were collected from surveys on patient 
experience administered by the Defense Health Agency 
(DHA), the medical health service arm of the United 
States Department of Defense. The study was approved 
by an Institutional Review Board (IRB number: CDO-15-
2025). The United States Department of Defense provides 
healthcare benefits through the Military Health System to 
nearly 10 million active duty personnel, military retirees, 
and their family members. Care is delivered directly at 
Military Treatment Facilities (MTFs) (consisting of over 50 
hospitals and 400 clinics), or via a purchased care network 
of civilian providers and contracted hospitals.  
 
The DHA implemented the Joint Outpatient Experience 
Survey-CAHPS (JOES-C) in May 2016 using the CG 
CAHPS Version 3.0 protocol, which includes the 6-month 
recall period. Prior to May 2016, data were collected under 
a different program name—TRICARE Outpatient 
Satisfaction Survey (TROSS), which utilized the 12-month 
version of CG CAHPS Version 2.0. Both programs 
randomly selected participants with outpatient visits from 
each primary MTF to complete the survey. A random 
sample of TROSS cases (n = 2,500) and JOES-C cases (n 
= 2,500) were selected for this study to provide a balanced 
sample across MTFs. The survey program did not allow 
for overlapping time periods using both versions; 
therefore, the data used for this analysis were from 
adjacent months—the last two months (March and April 
2016) of the TROSS program and the first two months 
(May and June 2016) of the JOES-C program.  
 
The TROSS and JOES-C programs represent patients 
across 135 MTFs. As expected, the TROSS and JOES-C 
populations are very similar. Table 1 provides the 
population characteristics of the two sample groups. There 
are some unexplained differences for race (white), marital 
status, and post-college degree. The t-statistics provide a 
reference for larger versus smaller differences in 
percentages that are weighted and account for the sample 
design and non-response adjustments. 
 
Both programs used the same sampling criteria and survey 
protocols—stratified design and weights to account for 
survey design and different response rates. The analysis 
was limited to primary care patient encounters to reduce 
any potential effects associated with visits to specialists. 
For assessment of respondent accuracy, the number of 
outpatient visits was determined directly from individual 
outpatient encounter records from the MHS Medical Data 
Repository. In other words, this administrative data 
provided the actual number of clinical visits each 
respondent had with the provider specified in the survey. 
 
Analysis Plan and CAHPS Measures 
The primary analytic goal of this study was to evaluate the 
effect of the change (at a 95% level of confidence) from 
the 12-month recall CG CAHPS Version 2.0 to the 6-
month recall period in CG CAHPS Version 3.0. This 
included a comparison of: 1) experience ratings, and 2) 
how accurately respondents report the number of visits 
received within the recall period (see Figure 1 for how the 
number of visits question appears in the survey). The 
CAHPS experience ratings measure include:  
provider communications, staff communications, timely 
access to care, and care coordination. Each of these 
questions are bounded by a recall period (i.e., “in the last 
12 months”, or “in the last 6 months”), and utilize a four-
point frequency scale of “Never”, “Sometimes”, 
“Usually”, and “Always”. Figure 1 also illustrates how the 
experiential questions appear in the survey for one of three 
Access to Care questions. Table 2 provides the exact 
wording for each of the CG CAHPS questions. Accuracy 
was evaluated by matching the reported number of visits 
with the provider against the actual number of visits 
obtained from administrative records.  
 
Of the questions examined here, the Visit Recall question 
in Table 2 explores directly the accuracy of respondents’ 
recall. The Military Health System is a closed system in 
which a physician or healthcare provider only sees patients 
within the MHS and at MHS facilities. However, in some 
cases, patients can obtain care via the purchased care 
network. Every visit a patient has with a provider is 
recorded in the MHS administrative records system. This 
allows for respondents’ responses to be compared directly 
with their actual number of visits, giving rates of accuracy 
and average error. This was not the case for patients with 
purchased care. Thus, this study focused on patients only 
receiving care at MHS facilities.  
 
Effect of change in CG CAHPS survey instrument recall on patient experience, Marshall-Aiyelawo et al. 
  
 
 
117 Patient Experience Journal, Volume 6, Issue 3 – 2019  
Results  
 
More Accuracy for Shorter Recall Period and Among 
Fewer Reported Visits 
The distribution of the self-reported number of visits with 
provider (Table 3) is similar between 12-month recall and 
a 6-month recall except for the significant difference 
(p<0.001) for “1 Time” reported visit. The shorter recall 
period has a greater percentage of a single visit. On the 
other hand, respondents underestimate the number of 
visits more with a 12-month recall than with a 6-month 
recall, except for those who reported just one visit. For 
instance, of those that indicate they had visited the 
provider 4 times, the mean actual visits for the 12-month 
recall is 5.17 visits compared to 4.28 visits for the 6-month 
recall survey. Those who report just one visit 
underestimate the number of visits more on the 6-month 
recall survey than the 12-month recall survey. Only 
respondents (n = 39) who report 10 or more visits in the 
6-month recall survey overestimated the visits, with an 
average number of actual visits of 7.97.  
 
Table 3 also summarizes the accuracy rate of responses for 
each number of visit response category. Accuracy rate is 
defined by percentage of people who self-report a number 
of visits that matches the actual number of visits in the 
administrative data. The accuracy rate for those that 
reported just one visit is the highest across all categories 
and those with the 12-month recall were more accurate 
than those with the 6-month recall period—77.67% 
compared to 68.25%, respectively. Overall, 41.12% of the 
6-month recall period responses were accurate versus 
37.73% of 12-month recall period responses, and this 
difference is statistically significant (p=.007). The rate of 
“Don’t know/NA” responses were less for the 6-month 
recall period (5.14%) versus the 12-month (9.13%)  
[p=.088]. 
 
Survey respondents can choose an exact visit number in 
the answer choices up to the fourth visit. However, after 
this, visit numbers are grouped as “5 to 9” and “10 or 
more times.” These last two response options (“5 to 9” 
and “10 or more”) make it challenging to compare 
reported visit number to actual visit number. In this 
analysis no error was recorded if the actual number of 
visits was in “5 to 9” visit range and recorded by the 
respondent, and an error was recorded if the number of 
visits was not in this range. The same if the actual number 
of visits was 10 or more and the number of visits was 10 
or more.  Table 3 examines the average error between the 
12-month and 6-month recall.  To calculate an average 
error, the “5 to 9” response was recoded to be “5” when 
the actual number of visits was 4 or less and recoded to 
“9” when the actual number of visits was 10 or greater. 
For the “10 or more times” response, those with 10 visits 
were assigned if the actual number of visits was fewer than 
10, and a zero error when the actual number of visits was 
10 or greater. This method minimized the amount of error 
calculated between the reported number of visits and the 
actual number of visits. If we were to split the results into 
the full range from “none” (or no visits) to “10 or more 
visits”, the average error for the 12-month recall is -0.689 
visits while the 6-month recall has less error with an 
average error -0.460, a statistically different result (p-value 
<0.001). When looking at the range where a respondent is 
asked to self-report either 0, 1, 2, 3, or 4 visits, the average 
error increases for both the 12-month and 6-month recall 
periods with average errors of -0.791 and -0.574 visits for 
Figure 1.  CG CAHPS Visit Recall and Experiential Questions 
 
 
Version 2.0 – 12-month Recall Period Version 3.0 – 6-month Recall Period 
  CG CAHPS Visit Recall Questions  
In the last 12 months, how many times did you visit 
this provider to get care for yourself? 
 
 None → If None, go to #26 on page 4 
 1 time 
 2 
 3 
 4 
 5 to 9 
 10 or more times 
In the last 6 months, how many times did you visit 
this provider to get care for yourself? 
 None → If None, go to #23 on page 4 
 1 time 
 2 
 3 
 4 
 5 to 9 
 10 or more times 
Example Experiential Question - Access to Care Question 
In the last 12 months, when you phoned this provider’s 
office to get an appointment for care you needed 
right away, how often did you get an appointment as 
soon as you needed? 
1  Never 
2  Sometimes 
3  Usually 
4  Always 
In the last 6 months, when you contacted this 
provider’s office to get an appointment for care you 
needed right away, how often did you get an 
appointment as soon as you needed? 
1  Never 
2  Sometimes 
3  Usually 
4  Always 
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12-month and 6-month recall periods respectively. 
Negative average errors indicate that respondents 
underestimate the number of visits they have with their 
providers.  
 
Changes in Response Distributions for Experiential 
Questions  
 
Change in Recall Period Affects Provider Communication Questions. 
CAHPS experiential questions use the scale points of 
“Always”, “Usually”, “Sometimes” and “Never”. Table 4 
reports percentages for “Always” and “Usually” separately, 
and “Sometimes” and “Never” combined for each of the 
CG CAHPS experiential questions. The purpose is to 
investigate whether 12-month recall versus 6-month recall 
use the scales differently and for all questions. The 
questions are separated into the provider communications, 
staff communications, timely access to care, and care 
coordination dimensions.  
 
As Table 4 shows with respect to the bottom-two ratings, 
while all but one measure reflect numerically lower ratings 
for 6-month respondents, the percent responding either 
“Sometimes” or “Never” is statistically different for each 
of the Provider Communications questions— “Provider 
Explained Things” (p=.009), “Provider Listened Carefully” 
(p=.003), “Provider Showed Respect” (p=.010), and 
“Provider Spent Enough Time” (p=.021). None of the 
other questions show a statistically significant difference.  
 
Top-box results (the percent responding “Always”) see 
larger or equal percentages for 6-month versus 12-month 
recall for all questions except “Provider Listened 
Carefully”. None of the results are statistically different 
between the 12-month and 6-month recall periods at the 
95% level of confidence. However, the Access-to-Care 
questions “Appointment for Urgent Care” (p=.054) and 
“Medical Questions Answered the Same Day” (p=.077) 
showed increases in top-box scores albeit not significant. 
It should be noted that for respondents with just one visit, 
responses of “Always” or “Never” would be the most 
appropriate scale points in most circumstances. On the 
other hand, results show numerically, but not statistically, 
equal or smaller increases for 6-month top-box ratings for 
10 of the 11 questions compared to the 12-month scores. 
Although only two of the 11 top-box measures show 
marginally statistical differences, the probability of 
observing ten out of 11 measures change in the same 
direction, at random, is only 0.006.  
 
Table 4 also includes the middle scale point to understand 
if patients use this scale point differently in a 12-month 
recall versus a 6-month recall. The Provider 
Communications questions have higher percentages for 
Table 1: Population Characteristics of TROSS 12-Month and JOES-C 6-Month Recall Groups 
 
Demographic Category 
Version 2: Version 3: 
t-Statistic 12-Month Recall 6-Month Recall 
Gender Male 46.7 50.7 -1.347 
 Female 53.3 49.3 1.347 
Ethnicity Hispanic 11.9% 11.2% 0.337 
Race White 79.6% 74.3% 1.999 
 Black or African American 17.2% 17.1% 0.057 
 Asian 9.7% 9.0% 0.479 
 Native Hawaiian or Pacific Islander 2.3% 2.0% 0.460 
 American Indian or Alaskan Native 2.5% 2.7% -0.235 
Marital Status Married 77.0% 84.9% -2.871 
Age 18 to 24 8.8% 7.3% 0.796 
 25 to 34 22.7% 21.8% 0.215 
 35 to 44 18.9% 22.6% -1.568 
 45 to 54 19.3% 21.5% -0.947 
 55 to 64 22.8% 19.7% 1.657 
 65 to 74 4.3% 4.1% 0.322 
 75 or older 3.2% 3.0% 0.427 
Education 1- 8th Grade or less 0.3% 0.2% 0.221 
 2- Some High School or Less 1.1% 0.6% 1.961 
 3- High School Graduate or GED 13.2% 12.8% 0.155 
 4- Some College or 2-year Degree 39.7% 35.0% 1.681 
 5- 4-Year College Degree 19.8% 18.1% 0.759 
 6- More than 4-Year College Degree 25.9% 33.3% -2.570 
    Note. Race categories are not mutually exclusive. 
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each question, but this pattern reverses for all other  
questions. There is only one question, “Appointment for 
Routine Care,” with a significant result.  
 
Discussion  
 
This study examined how a 12-month recall versus a 6-
month recall period affected patient experience question 
response patterns. The findings indicated that 
respondents, on average, underestimated their usage of 
care and that a shorter recall period results in greater 
accuracy relative to known administrative data. Specifically, 
respondents providing a 12-month recall underestimated 
their number of visits by an average of 0.689 visits and 
those with a 6-month recall underestimated by an average 
of 0.460 visits. This difference of 0.229 visits was 
statistically significant and serves as an indication of 
differences in how respondents report their visit 
experience. When the reported visit categories were closely 
examined, the difference between average number of 
actual visits and the reported number of visits was always 
smaller for the 6-month versus the 12-month recall for 
response categories: “None”, “1 time”, “2”, “3”, and “4”. 
Interestingly, for those reporting one visit, the 12-month 
accuracy rate was higher than the 6-month. The better 
recall suggests saliency of the single visit over a longer 
period (e.g., an annual physical) is higher than multiple 
visits.  
 
These results align with previous studies that have 
examined the accuracy of reported versus actual visits.20–24 
Previous recall studies indicate that reducing the recall 
period from 12-months to 6-months likely reduces the 
cognitive burden on respondents. In both theoretical24,25 
and empirical12,19,20,24 studies, errors associated with recall 
can be reduced by adopting a shorter recall period.  
 
Regarding experiential questions, differences were found 
for provider- and staff-related questions. We used 
consecutive months where month-to-month differences 
were likely minimal. Our comparison of results showed a 
Table 2. Wording for CG CAHPS Experiential Questions by Domain 
 
Domain Question Wording 
Provider Communications*  
Provider Explained Things 
In the last 12/6 months, how often did this provider explain things in a way that was 
easy to understand? 
Provider Listened Carefully In the last 12/6 months, how often did this provider listen carefully to you? 
Provider Showed Respect 
In the last 12/6 months, how often did this provider show respect for what you had to 
say? 
Provider Spent Enough Time In the last 12/6 months, how often did this provider spend enough time with you? 
Staff Communications 
Helpful Office Staff 
In the last 12/6 months, how often were clerks and receptionists at this provider’s 
office as helpful as you thought they should be? 
Courtesy and Respect 
In the last 12/6 months, how often did clerks and receptionists at this provider’s office 
treat you with courtesy and respect? 
Access to Care 
Appointment for Urgent Care 
In the last 12/6 months, when you contacted this provider’s office to get an 
appointment for care you needed right away, how often did you get an appointment as 
soon as you thought you needed? 
Appointment for Routine Care 
In the last 12/6 months, when you made an appointment for a check-up or routine care 
with this provider, how often did you get an appointment as soon as you thought you 
needed? 
Medical Question Answered 
the Same Day 
In the last 12/6 months, when you contacted this provider’s office during regular office 
hours, how often did you get an answer to your medical question that same day? 
Coordination of Care 
Provider Knows Medical 
History 
In the last 12/6 months, how often did this provider seem to know the important 
information about your medical history? 
Follow up on Tests 
In the last 12/6 months, when this provider ordered a blood test, x-ray or other test for 
you, how often did someone from this provider’s office follow up to give you those 
results? 
*Note that two questions that appeared in Version 2.0 from the Provider Communications Composite are no longer part of that section in Version 3.0. Specifically, 
“In the last 12 months, how often did this provider give you easy to understand information about these health questions or concerns?” became a supplemental 
question. There was also reduced length of the core measures from 34 to 31. Detailed overview of all changes to the questionnaire have been documented elsewhere.28 
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significant change in the “Sometimes and Never”  
frequency ratings for the provider communications 
domain, but not in the staff communications, access-to-
care and coordination-of-care domains. This was 
consistent with Hargraves4 who found similar results in 
the provider communication composite. Although the 
survey asks respondents to report on their experience 
during the survey recall period, in our sample, 69.3% of 
the respondents reporting one visit in the recall period 
responded “Usually” or “Sometimes” for at least one 
question. This indicates that respondents appear to 
generalize beyond the one visit. As discussed previously, 
patients who had one visit were unlikely to use the middle 
response categories— “Sometimes” and “Usually” and the 
response categories “Never” and “Always” are probably 
less relevant to patients the more visits they have had. 
 
Limitations 
This study is not without limitations. It is important to 
note other changes made to the Version 3.0 survey 
including: modifications in composite measures that asked 
about access to care and provider communication, 
reduction in the length of the core survey items from 34 to 
31, and minor re-wording of some of the items. Although 
we did not test the impact of reduced length or wording, a 
CAHPS Consortium analyses showed that the internal 
consistency and site-level reliability of the access and 
communication composites was similar and acceptable for 
both Version 20 and 3.0.26 The study findings also suggest 
that recall more than other survey changes likely explain 
differences in patient reporting.  
 
Our analyses dealt with the patient population, but we did 
not and cannot assume that these effects are consistent 
across sub-populations, such as different age groups, or 
heavy versus low utilizers of the MHS. The last point also 
means we did not account for respondents who see 
multiple providers and the effect of recall period. In the 
MHS patients often receive primary care through a 
Table 3: Analysis of the Number of Reported Number of Visits versus the Accuracy of Based on the Actual Number 
Visits for 12-Month and 6-Month Recall 
 
Number 
of 
Reported 
Visits on 
Survey 
CAHPS Version 2.0:  
12-Month Recall Period 
CAHPS Version 3.0:  
6-Month Recall Period 
Comparison 
of Reported 
Times 
Visited 
Provider+ 
(p-value) 
Comparison 
of 
Accuracy+ 
(p-value) 
Respon-
dents (n) 
Percent 
Mean 
Number 
of 
Actual 
Visits 
Accuracy 
(%) 
Respon-
dents (n) 
Percent 
Mean 
Number 
of 
Actual 
Visits 
Accuracy 
(%) 
(1) (2) (3) (4) 
(1) versus 
(3) 
(2) versus (4) 
None 77 3.4 1.57 0.00 65 2.8 1.51 0.00 0.413 -- 
1 Time 618 27.2 1.39 77.67 907 38.4 1.61 68.25 0.001 0.001 
2 560 24.7 2.70 32.68 651 27.6 2.52 31.18 0.252 0.301 
3 409 18.0 4.13 22.98 341 14.4 3.57 20.82 0.188 0.280 
4 259 11.4 5.17 13.51 198 8.4 4.28 20.20 0.288 0.028 
5 to 9 278 12.3 7.16 47.12 159 6.7 6.16 49.06 0.067 0.266 
10 or 
more 
times 
68 3.0   27.94 39 1.7 7.97 30.77 0.669 0.378 
Total 
without 
DK/NA 
2269  3.14 42.52 2360  3.09 43.55  0.104 
Don't 
Know/ 
NA 
228  2.95 9.13* 128  1.40 5.14*  0.088 
Total 2497  3.61 37.73 2488  2.74 41.12  0.007 
*Percent of cases with Don’t Know or No Answer 
+ Unweighted test for proportion 
Note. P-value not applicable for change in accuracy for “None”. For the full sample the average error between reported and actual visits for 12-
month recall was -0.689 and for 6-month recall was -0.460 with a p-value of 0.001 based on an unweighted t-test. The average error between 
reported and actual visits for four or fewer reported visits for the 12-month recall was -0.791 for 6-month recall was -0.574 with a p-value of 0.001 
based on an unweighted t-test. 
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primary care team or may see specialty care providers in  
the same clinic or through the purchased care network. 
These other issues raise the question of how patients filter 
and cognitively process visits with more than one provider 
when they are asked to recall the number of visits and 
experiential questions with one provider. Furthermore, 
results are not generalizable outside of the MHS given that 
the patient population tends to be younger and healthier 
compared to the civilian population and because the study 
sample is restricted to visits in a closed system that operate 
under the same TRICARE health plans. 
 Contributions and Next Steps 
Study results of MHS patients are consistent with civilian 
studies regarding recall accuracy of healthcare usage.24 A 
more thorough exploration into response differences by 
different demographic groups might shed additional 
insight into the cognitive processes of such groups. Many 
studies show that older respondents are more prone to 
underestimating usage while younger respondents are 
more likely to overstate events.27 Our study findings 
suggest that CG CAHPS should consider how the 
number-of-visits question should be asked, and whether it 
Table 4. Comparison of 12-Month versus 6-Month 
 
Measure Survey Top-Box - Always 
Second-Box - 
Usually 
Bottom-2 Box - 
Sometimes & Never Base 
Size   Percent p-value* Percent p-value* Percent p-value* 
Provider Communications 
Provider Explained 
Things 
12-month 80.2 
0.853 
12.0 
0.216 
7.9 
0.009 
2,188 
6-month 80.2 15.4 4.4 2,301 
Provider Listened 
12-month 79.2 
0.995 
11.7 
0.057 
9.1 
0.003 
2,183 
6-month 78.7 16.2 5.1 2,298 
Provider Showed 
Respect 
12-month 83.7 
0.237 
8.4 
0.651 
7.9 
0.010 
2,185 
6-month 85.7 9.7 4.6 2,299 
Provider Spent 
Enough Time 
12-month 75.7 
0.796 
16.0 
0.323 
8.3 
0.021 
2,178 
6-month 75.7 18.8 5.6 2,290 
Staff Communications 
Helpful Office 
Staff 
12-month 58.1 
0.351 
29.7 
0.760 
12.2 
0.351 
2,189 
6-month 60.7 28.7 10.6 2,294 
Treat with 
Courtesy and 
Respect 
12-month 71.2 
0.118 
20.7 
0.543 
8.0 
0.072 
2,189 
6-month 76.3 19.2 4.5 1,341 
Access to Care 
Appointment for 
Routine Care 
12-month 46.3 
0.212 
34.7 
0.048 
19.0 
0.501 
1,578 
6-month 50.0 29.4 20.7 1,545 
Appointment for 
Urgent Care 
12-month 47.0 
0.054 
29.2 
0.276 
23.8 
0.289 
1,089 
6-month 52.6 26.2 21.2 1,196 
Medical Question 
Answered the 
Same Day 
12-month 42.7 
0.077 
29.7 
0.279 
27.6 
0.348 
691 
6-month 49.6 24.5 25.8 873 
Coordination of Care 
Provider Knew 
Important Medical 
History 
12-month 59.2 
0.158 
24.5 
0.730 
16.4 
0.145 
2,169 
6-month 62.9 23.2 13.9 2,288 
Follow Up on 
Tests 
12-month 55.0 
0.251 
15.2 
0.364 
29.7 
0.546 
1,582 
6-month 58.8 13.5 27.7 1,571 
*Tests for proportion to determine statistical differences accounting for weighting and design effects 
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should continue to be used given the high recall 
inaccuracies found among survey participants. 
Consequently, comparing CG CAHPS Version 2.0 to 
Version 3.0 should be done cautiously. 
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